As part of a study to 
Bacterial overgrowth of the small intestine is common in primary acquired hypogammaglobulinaemia.' Patients with secondary antibody deficiency, such as patients with chronic lymphocytic leukaemia, have a well documented predisposition to infection, but evidence of bacterial colonisation of the small bowel has not previously been reported.
Iron deficiency, as measured by bone marrow iron stores, seemed to be a common finding in patients with chronic lymphocytic leukaemia (CLL) at this hospital (personal observation). As part of a wider study to assess the possible contribution of lymphoid infiltration of the gastrointestinal mucosa to occult blood loss or The breath hydrogen concentration was measured using a GMI exhaled hydrogen monitor (Gas Measurement Instruments Ltd, Inchinnan Estate, Renfrew, Scotland, PA7 9RG). The subjects were fasted from 9 pm the previous day and breath hydrogen concentrations were recorded at 9 am. After a chlorhexidine mouth rinse 10 g of lactulose (20 ml of 50%O solution) was given by mouth and breath hydrogen concentrations were recorded every five minutes for half an hour, then at 15 minute intervals for three hours or more until a definite colonic peak was noted. If the fasting breath hydrogen concentration was greater than 20 ppm the fast was continued until it fell below this figure. A peak hydrogen concentration of greater than 20 ppm occurring more than 15 minutes before the colonic peak was considered to be positive evidence of small intestinal bacterial colonisation.
JEJUNAL ASPIRATE
A double lumen sump tube was passed in 10 patients, including eight of the patients with a positive hydrogen breath test, and positioned in the jejunum by screening. Gastric contents were first aspirated via the stomach tube and tested for acidity using litmus paper. Jejunal contents were then aspirated into a sterile universal container. In a further seven cases satisfactory amounts of jejunal juice were obtained at endoscopy. Half of this aspirate was immediately sent to the microbiology laboratory and aerobic and anaerobic cultures were set up. Colony counts were performed only if non-respiratory tract organisms were grown. The remaining jejunal aspirate was sent for estimation of immunoglobulin concentrations, including secretory piece. Two assay methods were used. Firstly, concentrations of IgG, IgA, and IgM were measured using a The small bowel enema showed a single small duodenal diverticulum in two patients, but no anatomical abnormality was seen in the other cases. In two further cases the radiologist commented that peristalsis seemed to be slow, but transit times as measured by the lactulose hydrogen breath test in these patients were normal. 8 Four of the patients with a positive hydrogen breath test had some degree of hypogammaglobulinaemia (table 2) . This was also present, in five out of nine patients with a normal hydrogen breath test. As far as local immunoglobulin production was concerned, in seven patients with a positive hydrogen breath test the secretory component of IgA was not detectable, whereas this was present in all patients with a normal hydrogen breath test in whom local Ig concentrations were measured (X2, using Yates's correction = 4-05; 005 > p > 0 02).
Achorhydria was not detected in any patient.
Discussion
This study suggests that small intestinal bacterial contamination is common in patients with CLL. In the absence ofthe recognised risk factors of anatomical abnormality, achlorhydria, recent antibiotic treatment, or reduced motility,9 this may be due to impaired immunity. Small intestinal bacterial contamination, and particularly Giardia lamblia infection, is common in patients with hypogammaglobulinaemia and may lead to pronounced malabsorp- 
